While running an ambulatory paediatric clinic, the mother of a crying baby wondered whether forceps delivered babies were more prone to otitis than other babies. To our knowledge, this association has not been reported. But, on the other hand, facial nerve injury is more common among those delivered by forceps 1 ; it is caused by compression of diploic bone of the mastoid process where the facial nerve is located superficially. 2 It is clear that this kind of extraction applies some pressure over the ear of the baby. The head vulnerability is well known: long term consequences have been recognised after mild head injury.
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To estimate the differences of proportion of acute otitis media (AOM) between children delivered by forceps and other babies we conducted an electronic medical records review of all singleton children attending a primary care paediatric clinic, born full term from 1 January 1996 to 31 December 2004. Table 1 shows the characteristics of the children. Sex was comparable, birth weight of non-operative vaginal delivery babies (NO) was lower, vacuum assisted babies (VA) were older at AOM diagnosis, and rates of neonatal admission were not comparable.
AOM was diagnosed by a history of acute onset of signs and symptoms and otoscopic examination of the eardrum. The analysis showed that forceps delivered babies were associated with an increase in proportion of AOM (odds ratio (OR) 1.48; 95% confidence intervals (CI) 1.08 to 2.03; p = 0.015) compared with NO.
There were no differences in AOM proportions between VA and NO (OR 0.85; 95% CI 0.46 to 1.58; p.0.3). And there were no differences in AOM proportions between CS and NO (OR 0.91; 95% CI 0.70 to 1.18; p.0.3).
Our finding could be confirmed or discarded by ongoing longitudinal studies. If it is confirmed, it will strengthen the resolve to pay careful attention to the comments of our patients.
It is already known that VA is at least as safe as forceps for the mother and the neonate. Long term consequences of operative vaginal delivery need to be explored: a prospective study should be undertaken to find if this association really exists. Education and mortality: a role for intelligence?
In their report van Oort and others 1 clearly describe and empirically examine the potential mediating factors-broadly categorised by the authors as material, psychosocial, and behavioural-that might account for the well established inverse education-mortality gradient. We believe the role of intelligence (denoted here as IQ, and defined as a person's ability to learn, reason, and solve problems 2 ) warrants mention, given its link with all cause mortality, other somatic health outcomes, and at least two (material and behavioural factors) of the aforementioned pathways.
Recently reported findings from a series of cohort studies show an inverse association between IQ, assessed using psychometric tests, and later death, whether this ''exposure'' was quantified in childhood, early adulthood, middle age, or older age.
Although fewer data are available for cause specific outcomes, similar gradients have also been reported for childhood assessed IQ in relation to adult risk of ischaemic heart disease (but not stroke), selected cancers, and accidents.
3 IQ has also been linked with behavioural factors, including smoking patterns, such that adults with higher early life IQ scores are more likely to subsequently give up the habit than their lower performing counterparts.
4 While these findings are comparatively recent, the suggestion that early life IQ might influence later life material measures of socioeconomic position-particularly income, 2 but also car and house ownership-has a long research tradition.
Based on these findings and using the authors' own conceptual model (figure 1; page 215 1 ), IQ may be regarded in at least three ways. Firstly, education may be a proxy for IQ. However, this is not to ignore potential interplay between IQ and education, such as mediation or moderation (effect modification), and the influence this might have on health. Secondly, in a related point, IQ might generate individual differences in educational attainment, in addition to being independently associated with material and behavioural factors. In studies that adjusted for education in the IQ-mortality relation, results are inconsistent with some investigators finding pronounced attenuation, while others do not.
3 Thirdly, given that education may represent a cognitive archaeological ''record'' of pre-adult insults (for example, illness, nutritional privation, poor living conditions, psychosocial stress), it is probable that IQ, given its metric properties (education is normally quantified categorically), is a more sensitive marker of such exposures.
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In summary, there is new and persuasive evidence to link early cognitive ability and education with later health outcomes. Understanding the mechanisms that may underlie these associations should include an examination of whether education may be a partial mediator of, or a surrogate for, IQ differences. 
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